We report a case of a 37-year-old Japanese female. She had a Tessier no. 8 craniofacial cleft and an orbital lipoma in the lateral canthal region. Excisional surgery and pathological examination revealed a genuine lipoma. No other case has been reported in the literature. Here, we present our case of a rare genuine lipoma located in lateral canthal region of the Tessier no. 8 cleft.
Introduction
The Tessier no. 8 craniofacial clefts extend from the lateral canthus to the temporal region. A dermatocele might occupy the coloboma of the lateral commissure in some cases. The soft-tissue malformation presents as a true lateral commissure coloboma with absence of the lateral canthus. The bony cleft occurs at the frontozygomatic suture. Tessier noted a notch in this region in patients with Goldenhar's syndrome [1] . The number 8 cleft rarely occurs alone, but is usually associated with other craniofacial clefts (e.g., Goldenhar's syndrome, Treacher-Collins syndrome). There are several reports about orbital tumors associated with the Tessier no. 8 craniofacial cleft (Figure 1(a) ).
In most cases, the tumors are dermoid or dermolipomas [2] . We report a case of a 37-year-old Japanese female who had a Tessier no. 8 craniofacial cleft and an orbital lipoma in the lateral canthal region. Excisional surgery was carried out, and pathological examination of the tumor revealed a genuine lipoma. We experienced a patient with a rare lipoma located in the lateral canthal region of the Tessier no. 8 cleft.
Method and Result
A 37-year-old Japanese female presented with a chief complaint of a subcutaneous nodule in the right lateral canthus. On examination of the right lateral canthus, a small nodule was palpable, She had no pain or problems with visual acuity, ocular movement, or palpebral movement, and no visual disturbance. The patient felt that the size of the tumor had gradually increased. There were no features of oculofacial syndrome or other malformations. The Subcutaneous nodule was 1 cm in diameter in the right canthus, and the right lateral canthus was obliterated by skin separation between the upper and lower eyelids. Palpation revealed no bony fault in the lateral wall of the orbit, and the frontozygomatic suture was normal. In the lateral canthus area, the depth of the conjunctival fornix was obliterated. The contour of the opposite eye was normal. The patient had a lateral interposition of a skin strip between the upper and lower eyelids that disrupted the lateral canthus. We diagnosed the tumor as a Tessier no. 8 cleft tumor. Under local anesthesia, a transverse incision was made on the tumor. The tumor was excised, and skin closure was carried out. Reconstruction of the lateral coloboma was not performed, because the patient rejected it. The excised tissue consisted of yellowish adipose tissue without capsules. It did not extend to the orbital fat. The tumor was located above the orbicularis oculi muscle. The size of the excised tumor was 8 × 9 × 5 mm. Tumor tissue sections were stained with hematoxylin and eosin for histopathologic examination. The tumor had no fibrous capsule and consisted of well-differentiated adipose tissue with connective tissue dividing it into small lobules. The final diagnosis confirmed the tumor as a lipoma. There has been no recurrence (Figure 1(b) ).
Discussion
Coloboma of Tessier's no. 8 facial cleft is characterized by a lateral interposition of a skin strip between the upper and lower eyelids that disrupts the continuity of the orbicularis muscle and obliterates the continuity of the depth of the conjunctival fornix in this area [1] - [3] . Orbital lipoma is difficult to distinguish histologically from normal adipose tissue, unless it is well encapsulated. Herniated orbital fat is itself relatively rare. The fat is freely movable and indents easily, and can be repositioned into the orbit, although it may be more prominent by retropulsion of the globe [4] . In the present case, the excised tumor was not encapsulated, but we observed intraoperatively that there was no continuation of the tumor to the orbital fat and the tumor was non-movable. Thus, the excised mass was differentiated from herniated orbital fat and the tumor was diagnosed as a primary orbital lipoma (Figure 2 ). As our patient had a congenital lateral interposition of a strip of skin between the upper and lower eyelids disrupting the lateral canthus, we diagnosed the tumor a no. 8 cleft tumor. It is seldom seen as an isolated malformation [1] . There have been some reports of patients with a no. 8 cleft accompanied by dermoids or dermolipomas in the lateral canthus, but not accompanied by an orbital lipoma. There has been no previously published report of the coexistence of a Tessier no. 8 cleft with an orbital lipoma.
Dermolipomas consist of adipose tissue, bundles of dense collagen, and hair follicles covered with keratinized and nonkeratinized stratified squamous epithelium [5] . In the present case, the tumor excised from above the orbicularis oculi muscle consisted of mature adipose tissue, without evidence of dermal appendages, and thus was diagnosed as a lipoma. Lipomas often occur with clefts caused by developmental disorders. As a typical example, in spina bifida occulta, caused by a neural tube defect, lumbosacral lipoma is considered to be the most common malformation leading to this disease. The spinal lipoma penetrates the end of the spinal cord, and continues to the subcutaneous lipoma. Moreover, median cleft face syndrome is often accompanied with dermoids in the orbital region, and also sometimes contains a lipoma of the corpus callosum. Nasopalpebral lipoma-coloboma syndrome is characterized by congenital symmetrical nasopalpebral lipomas, and bilateral symmetrical upper and lower eyelid colobomas. As mentioned above, lipomas often occur with clefts resulting from developmental disorders. Our patient had a Tessier no. 8 cleft with a lipoma in the lateral canthal area and these two conditions might have coexisted by chance, although it is possible that the lipoma was associated with the occurrence of the cleft.
